PauPanl e °Canld. €77 (@oIPPI99%%) Initial Screening Date (mm/ddlyyyy)

Pl g°Cond. 7 (@@/PPI999%) Final Screening Date (mm/dd/yyyy)
PALTET PG °Comi- ImFPAL

REFUGEE HEALTH ASSESSMENT SUMMARY- AMHARIC

Pl ool E/DEMOGRAPHICS

Ng° (Chet: 7t: PANT): Name (Last, First, Middle) &7 (Gender) PALAE RPC (Alien #)
0 @78 (Male) O (Female)
PART 47 (@@/PPI9999) AL T (Address) POZIAC N9° AT NAR &eC PRAL ANTS54 N9° RS
DOB (mm/dd/yyyy) Sponsor Name & Phone # nAh &rC
Case Manager Name & Phone
Mg 9°Cavd- oA 0L 277 RO144.C/.FRT ohA oL ¢ h P1V0T ¢7 eToALhOT A1C | P9°Cond- ANIP/1CN
Health Screening Agency Resettlement/Volunteer Agency Date of Arrival in the U.S. Country of Birth Screening Physician/Nurse

PI°Cavl- o-m,A-T-/ASSESSMENT FINDINGS

oM. 0 PALAT MG 9°Cone- +UAEA [ mROF PAVT °Cové- @LI” PMS F-éh (AFT PAd- wARET? tovAhT OO
(Diagnosis)  (Refugee Health Assessment completed) (Abnormal exam or medical history findings) (9Tuberculosis)
O acoans 0 016/00 0L9° T ¢ALT hho: (NCKE +auCIZA Oeea k0. ahes OnA
(Pregnancy) (Stool/Serology tested positive for ova or parasites) (Latent Tuberculosis Treatment)  (Other)
PANLAS FRMH: O PA AT T A1¢- (Stool for 0&P) O ATE-49° (Sputum) O PRLT 2RN& L (Chest X-Ray) O PRATQF A= L4C (Immunization titers)
(Labs ordered) 0 ao-A. PRI aom? (A (. () AdhTARTE (Complete Blood Count) (I PR9° AL aom? (Blood Lead Level)

O et +20C 9°Cavé- (WA 25 k) (Liver Function Test) [ PaT AL A, °Cand- (HIV Test)
O4TIL40 (. APEE7? (Hepatitis B Antigen) [ &A.N (AC T AC) (Syphiis RPR) 0 19£.£/ha72.£ ¢ (Gonorrhea/Chlamydia)

AN AL - MAT (PMT 9°Covl- @ldt FovAht) (Lab Results (see Health Assessment Form):

PG P°Coml @b 7 RPLHTIPA? (Health Assessment Form Attached?) [0 A (Yes) U AL (No)
PHam A0 2FF (Immunizations administered): [ &9° &9° AC (MMR) T é0A (Varicella) 9T 240 (. (Hepatitis B) I 4. & &e T/t 4 h8 T/t 4%
(DTaP/Tdap/Td) 0 A.2€A-@74 (influenza) [ +P7¢ha (2TFL+0 »he AT ) (Twinrix (Hep A&B) [0 A4 (Other)

Phat J-et+C—eeLhtat hta-+F fa- (Immunization Titers—Immune to):
022 HAN (Measles) [ “79°T0 (Mumps) [ <4A (Rubella) O aéAA (Varicella) O%TJ-L-40 O, (Hepatitis B) O%TJL40 A, (Hepatitis C)

of AA AhA “70-+AAS/REFERRALS

0L7201aT TAAL A (You have been referred to)

0 Tené ah9°T A7%.010 oL 57T hNhl AeR, (Primary Care Provider for further medical care) 0 $PCH hilg® (Dentist)
O4NAR AL OA/Chon I ov- 045 (WIC/Nutritionist) [ AT-1921¢04 (Optometrist) O A (/8 PL &7 (OB/GYN)
0164 I°Coml/o LI alit AovPaoC P7IPT Phi AT 4 & (. 0PL (Pl AT S/84 “INTANL S “TRDA:

(LHD TB Program for further evaluation/start medication (LHD/other referral center: )
0 ov- 015 ¢ (Specialist for) [ A4 (Other) 0 9°7%9™ (None)
n aOT A o7 PNL PC LALATIA =
(etof? 4 OT) (Pr@? ThEeT 0T)
You will need a follow-up appointment within for
(specify timeframe) (specify purpose)
ao £=Y7,7-/MEDICATIONS

&P AT FHPA? (Medications prescribed?) 0 A% (Yes) O AL (No)
KON P TLAT A9° AT PIHHOT °N7.eT NCHC QT: (Please list names of medications and reason prescribed)

@&V AT PhI® A, h hASC ATRTLO1A T4 AGPA? (Medications checked against MCO formulary?) 0 A% (Yes) 0 &% (No)

ML ACIE/NEXT STEPS

Ohhg™y 2L PC AU PPOTST NCEL AL @oAAa- £PC LA = (Call the number on your insurance card to schedule an appointment with your

doctor.)
O+me ¢mcv N (P7/0%F) A (9°2.27) t@-=: (Your next appointment is on (date/time) for
(purpose).
O0aa P0LtT PmG 9°Caons- “TI5@-9° T2E 0f P77.2401 7IC hav ol Lari\ = (Call if you have any

questions or concerns about your refugee health assessment.)

0 @771 AHAmY TANH o0l o-0L = (Take medication as directed)

gea. 4 a. +hre e01é TEALET augee e avgel ¢:(Recommend stool parasite follow-up per CDC guidelines):
http://www.cdc.gov/immigrantrefugeehealth/pdf/intestinal-parasites-domestic.pdf.)

OPHY oldT1 PE AhhI®V @LI° 1COV ANF@- = (Give a copy of this form to your doctor or nurse.)

ao AR hA-T/NOTES

old T PPPA- G- QI olP T PPPAD- M@+ &LC7? +7
Name of person completing the form Signature of person completing the form Date




